Introduction
Less than one third of infants nationally are still being breastfed at 1 year of age 1 despite the recommendation by the American Academy of Pediatrics (AAP) for mothers to continue breastfeeding for 1 year or longer. 2 The health benefits of breastfeeding for the infant and mother are well known, and the immediate postpartum period is the ideal time for establishing and supporting breastfeeding. Although pediatric clinicians are generally strong advocates for breastfeeding, the national rates of breastfeeding drop from an initiation rate of 81.1% to a 6-month rate of 51.8%, and then to a 1-year rate of 30.7%. 1 Among many factors, lack of support for breastfeeding mothers from family, coworkers, employers, and even health care providers contribute to this decline in breastfeeding rates. Even though health care professionals are aware of their role in promoting breastfeeding, time constraints and limited knowledge and confidence in their abilities to counsel breastfeeding mothers contribute to the gap in optimal care. Walton and Edwards reported that surveyed pediatric residency graduates feel poorly prepared to manage "breastfeeding issues." 3 Despite the availability of educational resources, like the World Health Organization's "Ten Steps to Successful Breastfeeding" 4 and the Baby Friendly Hospital Initiative (at www.babyfriendlyusa.org), Feldman-Winter et al found that there has been no change over the past 2 decades in pediatricians feeling confident in their abilities to manage breastfeeding-related health concerns. 5 In order to promote the AAP's breastfeeding recommendations, the only physician-run lactation clinic in West Virginia was established in 2013. The goals of this work are to identify the reasons for which the breastfeeding maternal-infant dyad sought medical care at this clinic and to provide pediatric clinicians with a stepwise diagnostic approach and recommend resources to manage the most commonly encountered breastfeedingrelated health concerns.
Methods
This retrospective chart review of patients presenting to the lactation clinic from May 2016 through April 2017 was approved by the Institutional Review Board at West Virginia University School of Medicine. Information about the mother and infant was compiled in an Excel spreadsheet and included the following factors: whether the patient kept the appointment, infant's gestational and chronologic age, mother's age, type of delivery at birth, pacifier and/or bottle use, nipple shield use, past medical issues in infant and mother, and reason for visit. Percentages were established for the presence of each of the factors in each chart reviewed, with specific attention to the reason for the visit.
Results
A total of 162 charts were reviewed from appointments in May of 2016 through April 2017. More than one fourth (25.3%) of all scheduled appointments were "noshows," indicating that these patients did not show up for their visits. The mean age of the mothers who kept their appointments was 30 years (range of 19-50 years), and the mean of the age of the infants was 27 days (range of 2-274 days) with a mean gestational age of 39 weeks (range of 33-41 weeks). Eighty-five percent of the infants were Caucasian, 3% were Asian, 2% were African American, and 10% were of unknown race.
The most common reason for an appointment was the infant's inability to latch (44.6%). Other concerns as listed in Table 1 1 West Virginia University, Morgantown, WV, USA nipple pain (39.7%), poor infant weight gain (33.1%), low milk supply (23.1%), infant hyperbilirubinemia (22.3%), deep breast pain (9.9%), breast infection and mastitis (6.6%), breast engorgement (4.1%), infant ankyloglossia (3.3%), maternal inverted nipples (2.5%), and maternal yeast infection of the breast (2.5%). Most patients (75%) required 1 visit, while 21% required 2 visits and 4% required 3 visits to the lactation clinic.
Discussion
The most common reasons that breastfeeding mothers seek care from a lactation clinic have been determined. Although general pediatric clinicians may rely on other health care specialists to provide breastfeeding care, 6 they are in a prime position with multiple opportunities early in the infant's life to elicit and address breastfeeding concerns, especially since the AAP recommends evaluation of the infant at ages 2 to 5 days, 1 month, 2 months, 4 months, and 6 months. 7 Discontinuity of breastfeeding and the subsequent loss of its benefits may occur if the mother-infant dyad experiences one or more of the common lactation concerns (Table 1) , and proper health care is not provided. The pediatric clinician should be able to elicit the dyad's concerns by implementation of a basic stepwise diagnostic approach (Table 2) 8 and then administer appropriate treatment with reliance on available resources (Table 3) . [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] Following the 4 steps of the breastfeeding infant health supervision visit, as listed in Table 2 , should help the clinician to determine the reason(s) for the breastfeeding difficulty. Ideally, all pediatric clinicians should develop confidence in obtaining the medical history, which includes a detailed surveillance of the breastfeeding experience. Tools are available to assess breastfeeding including the Infant Breastfeeding Assessment Tool, 25 the Mother-Baby Assessment Tool, 26 and the LATCH scoring system. 27 Although there is disagreement in the literature regarding the validity and reliability of these tools, Altuntas et al found that all 3 breastfeeding assessment tools were compatible and reliable, emphasizing that the tools are not time consuming and that training in the use of the tools increased correlation rates. 28 A headto-toe examination of the infant and direct observation of a breastfeeding episode are crucial to identify dyads who are at risk. Examination of mother's breasts to identify abnormalities can provide important clues, which will aid in determining the cause of the breastfeeding difficulty. Infant feeding interest, maternal positioning of the infant, the effectiveness of the latch-on, and effective milk transfer should be noted during direct observation of a feeding event. Once specifically identified, the inability to latch and a painful latch and the other potential lactation maladies (Table 1 ) must be managed on a case-by-case basis. Treatment of dehydration, hyperbilirubinemia, and hypernatremia must be treated emergently. An in-depth discussion of the etiology and management of each malady is beyond the scope of this work; therefore, the reader is recommended to peruse the resources listed in Table 3 , which are organized according to the specific lactation malady.
Pediatric clinicians should strongly consider referring the breastfeeding dyad to a lactation specialist if help is still needed for diagnosis and/or management, despite adherence to the basic stepwise approach in Table 2 . Basics Steps of the Breastfeeding Infant Health Supervision Visit. 8 Step Table 2 and guidance from the resources in Table 3 . Further research as a follow-up to the results of this study will include an investigation to determine reasons for the high "no-show" rate to the lactation clinic and interventions to overcome obstacles to attending clinic visits, especially in this Appalachian community.
Author Contributions
EKN: Contributed to conception and design; contributed to acquisition, analysis, and interpretation; drafted manuscript; critically revised manuscript; gave final approval; agrees to be accountable for all aspects of work ensuring integrity and accuracy. JN: Contributed to conception and design; contributed to acquisition, analysis, and interpretation; drafted manuscript; critically revised manuscript; gave final approval; agrees to be accountable for all aspects of work ensuring integrity and accuracy.
OEN: Contributed to conception and design; contributed to acquisition, analysis, and interpretation; drafted manuscript; critically revised manuscript; gave final approval; agrees to be accountable for all aspects of work ensuring integrity and accuracy. LSN: Contributed to conception and design; contributed to acquisition, analysis, and interpretation; drafted manuscript; critically revised manuscript; gave final approval; agrees to be accountable for all aspects of work ensuring integrity and accuracy.
Declaration of Conflicting Interests
The author(s) declared no potential conflicts of interest with respect to the research, authorship, and/or publication of this article.
Funding
The author(s) received no financial support for the research, authorship, and/or publication of this article.
ORCID iD
Janani Narumanchi https://orcid.org/0000-0003-2275-5933 Table 3 . Breastfeeding Resources for the Primary Care Pediatric Clinician. [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] General Feeding assessment by a breastfeeding profession is recommended if ankyloglossia is a concern. There is a lack of a universally accepted definition and diagnostic criteria of ankyloglossia in the literature and variability has been noted on the effect on function/feeding.
